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対 象 と 方 法
2012年 11月，院内全職員（1,252名）を対象にアンケート調査を行い，753名から回答を得た．（回
収率 60.1％）．内訳は，医師（Dr : 109名），看護師（Ns : 392名），コメディカル（HP : 89名），事務
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コミュニケーション・エラーを多くの職員が経験していたが，特に Dr, Ns, R など医療の最前線の職
種に多く見られた（図 1）．そのエラーに基づく患者への健康被害も少なからず発生しており，Dr, Ns,
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Communication Error among Hospital Personnel
in the Japanese Red Cross Kyoto Daini Hospital.
Medical Safety Management Office Japanese Red Cross Kyoto Daini Hospital




As a hospital is a multidisciplinary place where health care providers work in cooperation,
concise, clear, quick and reliable communication is required for safe practice.
In order to understand the current state of communication among Japanese Red Cross Kyoto
Daini Hospital staff, a questionnaire survey was conducted to all staff (1,252 people). Hospital
personnel were classified as doctors, nurses, residents, co-medical staff or administrative staff.
We asked a total of 17 items, such as their communication error experience, SBAR, Two-
challenge rules, authority gradient, implementation of briefings, communication impediments and
so on. The response rate was 60.1%.
Doctors, nurses, residents, co-medical staff and administrative staff experienced a communica-
tion error of 75.0%, 72.5%, 78.3%, 64.4% and 59.7% respectively. Among them, 18.5%, 13.1%,
10.5%, 5.4% and 5.3%, had caused health hazards respectively. About 95% of the doctors,
nurses and administrative staff made concise and clear statement and more than 90% of the staff
had carried out efforts to verify them. 78.0% of nurses and 69.6% of residents had rephrased a
statement, but only 40.2% the doctors had done so. Authority gradient had been experienced by
80 percent of the medical staff and by 60.5% of the administrative staff. The majority of the
staff thought that they should not have spoken out. Major impediments to communication were
personality, work load, lack of confirmation of information and workplace atmosphere. Although
more than 90% of doctors, nurses and administrative staff felt good in their work environment,
20% of co-medical staff and residents were not satisfied with it. Debriefing was not enforced in
60−80% of the members. Most of the staff considered efforts were needed to improve the com-
munication between medical personnel, and had hoped for on the job training.
Different responses to communication itself were observed among occupations. To avoid com-
munication error, it is important to achieve unified communication by non-technical skills.
Key words : communication error, non-technical skill, SBAR, Two-challenge rules, debriefing,
authority gradient, replacement repetition
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